
 
FRANKLIN COUNTY HEALTH DEPARTMENT 

1418 S. MAIN ST, SUITE 1 
OTTAWA, KANSAS 66067 

785-229-3530 

 

HIPAA Authorization 

 

I, _____________________________, give permission for  
 
 
 
_____________________________,           __________________________________________ 
 (Name)     (Relationship) 
 
 
_____________________________,           __________________________________________ 
 (Name)     (Relationship) 
 
 
to discuss my medical information and to request and pick up my prescriptions for me in 
my absence. This consent is to be in effect until I notify the health department otherwise. 
 
 
 
 
_________________________________________    _____________________ 
Signature        Date 
 
 
_________________________________________    _____________________ 
Witness Signature       Date 
 


